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When analysing the health behaviours of any group of people, understanding the constraints and possibilities for individual agency as shaped by the broader societal context is critical. In recent decades, our
understanding of the ways in which physical and social environments inﬂuence health and health behaviours has expanded greatly. The authors of a recent analysis of Australian Aboriginal health data using
an economic ‘rational choice model,’ published in this journal, claim to make a useful contribution to
policy discussions relating to Aboriginal health, but neglect context. By doing so, they neglect the very
factors that determine the success or failure of policy change. Notwithstanding the technical sophistication of the analyses, by ignoring most relevant determinants of health, the conclusions misrepresent
the lives of Aboriginal and Torres Strait Islander people and therefore risk perpetuating harm, rather than
improving health.
Ó 2014 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/3.0/).
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In a previous issue of this journal (vol. 84, 2013), Whelan and
Wright present an analysis of data from the Australian National
Health Survey 2003e05 and the Aboriginal and Torres Strait
Islander Health Survey (NATSIHS) 2004e05, “to examine whether
Indigenous Australians make different lifestyle choices and health
services use than non-Indigenous Australians” (Whelan and
Wright, 2013, p.1). The authors surmise that the health inequity
that exists in Australia between Indigenous and non-Indigenous
people may be due to “poor lifestyle choices and a lack of access
to health services”. To test this hypothesis, they apply a “two-period
constrained optimisation model,” which is based on the premise
that “individuals make consumption activities choices (including
lifestyle choices such as whether to smoke or not) and health services use choices to maximise expected utility looking forward to
the effect these choices have on their future health states” (p.8). On
the basis of their analysis they conclude that Indigenous Australians
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do make different lifestyle choices and, further, that “a distinguishing characteristic of Indigenous Australians is their poor
lifestyle choices” (p.8). On the question of health service usage, they
conclude from their analysis that the perception that Indigenous
Australians have poorer access to health services than nonIndigenous Australians is incorrect. The authors argue that their
ﬁndings have implications for policy development: “the pay-off
from policies aimed at changing these choices is likely to be large
both in term of the efﬁcient use of the health budget and more
importantly in terms of health outcomes for Indigenous Australians” (p.8).
We have a number of concerns with the language used in
justifying this analysis and interpreting the results, the assumptions upon which the analysis is based, and the important
contextual information that is omitted. Like Rogeberg (2004) and
Chick (1998) before him, our argument is not with the accuracy or
completeness of the dataset used, nor with the use of mathematical
models and formal methods to analyse health behaviours, but with
their misapplication and misinterpretation.
The concern with language begins with the use of the term
‘choice’ in relation to lifestyle. The original datasets used for analysis did not ask about ‘lifestyle choices’ but rather health
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behaviours related to aspects of lifestyle (Australian Bureau of
Statistics, 2006b). ‘Poor lifestyle choices’ reﬂects a value judgement that Whelan and Wright apply to the narrow selection of
variables from the original dataset that they choose to analyse. It is
the lens through which they conduct their analysis and which is
consequently reﬂected in their conclusions. Throughout the article,
health behaviours such as smoking, drinking alcohol and using
health services are seen as the result of free choices made by
autonomous, forward-looking agents. At ﬁrst glance, the framing of
lifestyle in this way seems simple and unambiguous, in line with
the way ‘lifestyle’ is depicted in healthcare, where individual lifestyles are often viewed as both a cause of ill-health and a legitimate
target for intervention, and in the media, where advertisers
encourage us to purchase products on the basis of their health
enhancing or protecting properties. It is also superﬁcially consistent
with concepts of self-determination and autonomy. The underlying
message is that as individual agents, the responsibility for our
health or illness is in our own hands and a matter of our own free
choice.
However, conceptualising lifestyle as simply a matter of ‘rational
choice’ places the blame for ‘poor future health outcomes’ ﬁrmly on
the head of the individual, which ﬂies in the face of research evidence and ignores a reality of the lives of Aboriginal people: that all
other things are not equal, including the range of possible ‘lifestyle
choices’ available. Furthermore, it disregards competing social
imperatives that require a more urgent response from individuals
over and above any putative future health outcomes. In short, the
analysis places at the periphery all causal pathways and environmental inﬂuences on health behaviours, and by implication health
outcomes, that fall outside the individual’s apparently free and
unfettered ability to make choices. Of course we do not suggest that
Aboriginal people are incapable of making rational, informed
choice e they can, do and always have. Indeed, these apparently
‘poor’ choices are entirely explicable and rational when viewed
through a conventional economic lens. Recently, Campbell (2013)
also applied a rational choice model in his analysis of health behaviours of Aboriginal and Torres Strait Islanders living in a remote
community. However, unlike Whelan and Wright, in his view
‘endogenous choice’ is affected by ‘exogenous factors’ and he incorporates these into the analysis. In other words, the individual
and their choices are viewed in context. Not surprisingly, the conclusions drawn are starkly different. When psychosocial determinants (including stress and loss of perceived control), culture
and community constraints are taken into account, Campbell concludes that short-term ‘bad’ health choices in preference to longterm ‘good’ health choices can be economically rational in certain
circumstances. Further, “policies directed at changing the relative
advantage of long-term beneﬁts can be achieved by addressing
distal psychosocial causative agencies” (p.5981) and are likely to be
cost effective. In other words, policy should target the social
environment.
Lifestyle has not always been viewed in the narrow construct of
Whelan and Wright. As Devisch and Deveugele (2010) point out,
lifestyle is not a neutral category to describe an objective reality,
and its deﬁnition has changed over time. When ﬁrst coined by
sociologist Max Weber in the early 20th century, ‘lifestyle’ was
viewed as the product of choices made by an individual within their
social context and limited by ‘life chances’. In developing a theory of
lifestyle to balance the monopolisation of the individualist paradigm within the socio-medical discourse, Cockerham (2005) argues
structural variables (social and material environment) need to be
given a role consistent with their inﬂuence in the empirical world
(p.64). That is, recognising that the thoughts, decisions and actions
of individuals are inﬂuenced by age, gender, socio-economic position, culture, physical environment and social circumstances.

201

In recent decades, our understanding of the impact of physical
and social environments on health and health behaviours has
expanded greatly. Whole bodies of research in social determinants
and the development of ecological theories of health and health
promotion have led to the understanding that health behaviours
and outcomes do not occur in a vacuum but are the result of a
complex interplay between people and their social, cultural, historical and physical contexts (Krieger, 2001; Wilkinson and
Marmot, 2003). Of relevance to the current discussion is the
strong and consistent ﬁnding that racial discrimination is linked to
smoking and alcohol consumption amongst Indigenous peoples in
Australia, New Zealand, the United States and Canada, as well as
other ethnic groups (Chae et al., 2008; Dawson et al., 2012; Ziersch
et al., 2011). As Michael Marmot wrote: “Differences in access to
healthcare matter, as do differences in lifestyle, but the key determinants of social inequalities in health lie in the circumstances
in which people are born, grow, live, work and age. These, in turn
arise from differential access to power and resources’ (Marmot,
2011, p.512). To be effective, health policy and interventions need
to be developed that take into account this complexity.
Whelan and Wright are not completely blind to this fact. They
acknowledge in their ﬁnal paragraph that “lifestyle choices are the
result of a complex interaction between history and culture which
makes changing them difﬁcult from a policy perspective” (p.8).
However they maintain that the strength of their analysis and its
contribution to policy debate is that it de-contextualises health
behaviour, relegating context to the periphery. There is a good
reason for Whelan and Wright to adopt a deﬁnition of lifestyle as
solely a matter of ‘choice.’ The reason is that in order to make sense,
the rational choice model they use in their analysis relies upon the
object of analysis being an autonomous, rational, forward thinking
individual who is engaged in making detailed, forward-looking
plans in isolation to ‘maximise utility’ at some future time point.
Unfortunately this person does not exist in reality.
A second problem with Whelan and Wright’s framework is their
use of the term ‘Indigenous’ in a way that implies a homogenous
population. Aboriginal Australia comprises more than 200 discrete
nations or language groups and within Aboriginal and Torres Strait
Islander populations there are people living in a variety of physical
and social circumstances. As in the general population, health
behaviour varies within these populations according to socioeconomic factors, age, location and gender (Australian Bureau of
Statistics, 2006a, 2006b; Scollo and Winstanley, 2012). To
conclude that ‘a distinguishing characteristic of Indigenous Australians is their poor lifestyle decisions’ is akin to saying a distinguishing characteristic of the human race is its female gender.
Presumably the authors would argue that the statement is meant in
relation to non-Indigenous people, but this is equally incorrect. It
becomes a matter of interpretation; given more Aboriginal and
Torres Strait Islander than non-Aboriginal people choose to abstain
from drinking alcohol, and according to their own analysis,
Aboriginal and Torres Strait Islanders choose to access healthcare,
the opposite interpretation could equally apply. To attribute the
causal pathway for any health behaviour to an over-simpliﬁed
racial category is offensive, stigmatising, and requires that the evidence base for all probable causal pathways relating to disadvantage, colonisation, inequality, racism, disempowerment and
psychosocial stress are ignored.
A third problem with the analysis as presented is that Aboriginal
world-views are apparently excluded. We observe that ‘health’ in
the context of this paper refers to illness rather than a holistic,
Aboriginal concept of wellness (National Aboriginal Health Strategy
Working Party, 1989). Access to services is framed exclusively in
terms of treating illness, ignoring any role for those services in
health promotion and community development. The demographic

